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Following the lead of Kraepelin the study of psychiatry has 
undergone very radical changes recently, resulting in an almost 
altogether new classification of mental disease, this classification 
being based upon the general course and outcome of the cases, 
rather than upon the immediate symptoms presented, as was the 
case in the older classification. 

In the following paper I shall endeavor to give a brief outline 
of that symptom-complex known as manic-depressive insanity, 
with a report of a typical case of that psychosis. 

By the term manic-depressive insanity we understand that 
mental disease characterized by recurring attacks of mental dis¬ 
turbance of more or less definite type, occurring at intervals during 
the life of the individual, in the interval between which attacks, 
in the large majority of cases, the patient regains his normal 
mental state. 

The disease throughout its course is unassociated with any 
evidences of mental deterioration. On this last point great stress 
should be laid, since in the various types of dementia praecox we 
may meet with regularly recurring attacks of excitement that 
sometimes closely simulate a true maniacal outbreak, but here we 
always find evidences of deterioration, which at once takes the 
case out of the category of manic-depressive insanity. The major¬ 
ity of the cases previously spoken of as simple or periodic mania, 
or melancholia and circular insanity, belong under this heading: 

Etiology —The most prominent factor in the etiology of this 
psychosis is heredity, a psychopathic or neuropathic family history 
being present in upward of 70 per cent, of the cases. Alcoholism 
and other excesses claim as theirs about 10 per cent, of the victims. 

In woman, child-birth, with its consequent shock and ex¬ 
haustion certainly acts as the exciting, if not the only factor in the 
causation of quite a large proportion 1 of the cases. Quite a number 
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of cases follow an attack of the various infectious diseases, and 
grief or mental shock is spoken of as an exciting cause. 

In by far the greater proportion of the cases, the psychosis first 
makes its appearance early in adult life, between the ages of 20 
and 35 most frequently, but no period of life is entirely exempt. 
After this first attack it generally is impossible to discover any 
exciting factor for the subsequent attacks, hence our conception 
of the condition that a patient once a victim always a victim, that 
one attack of manic-depressive insanity renders it absolutely cer¬ 
tain that the patient will have another if he live long enough. 

Pathology —What we know of the pathology of this disease 
may be summed up in one word, “nothing,” that is to say, no 
characteristic pathological anatomical basis has been discovered. 

Symptomatology —Manic-depressive insanity manifests itself 
in one or two types, viz.: maniacal, or depressive, or as the mixed 
forms in which we find a simultaneous combination of the funda¬ 
mental symptoms of both types. 

The manic type is characterized by the following fundamental 
symptoms: A hypersensitive and unstable emotional attitude, cor¬ 
responding to and changing with the content of thought, usually 
one of elation and happiness with a tendency to be dictatorial and 
over-bearing in manner. In the severe cases the emotional atti¬ 
tude is readily affected by suggestion from the surroundings or by 
thoughts of the patient, so that he rapidly passes from laughter to 
tears, offensive friendliness to irritability and furious anger. 

There is a great increase of motor activity from the facilitated 
release of voluntary impulses, resulting in an abnormal spon¬ 
taneity and precipitate response to every impulse. 

There is a great disturbance of the train of thought and asso¬ 
ciations of ideas, varying in its intensity with that of the attack, 
and varying from simple prolixity to flight of ideas, sound asso¬ 
ciations, word salad, desultoriness or the simple repetition of iso¬ 
lated words of similar sound. 

Distraotibility is really always a prominent feature, which also 
varies in its intensity with that of the attack, manifesting itself in 
the milder cases by the patient’s inability to continuously employ 
himself at any one thing or to follow persistently a particular line 
of thought, to the condition met in the severe forms when we find 
that each new stimulus from the patient’s surroundings catches his 
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attention for a moment and directs his thought along this line until 
quickly diverted by something else, hence it is impossible to hold 
his attention to any particular subject for any length of time. The 
flight of ideas and sound associations may really be considered a 
result of distractibility. 

Apprehension and comprehension show but little disturbance 
and the patient is able to answer questions correctly. 

Clouding of consciousness and disorientation are only present 
in the severe cases. 

Delusions play an unimportant part, when we consider the 
whole duration of the attack, but for transient periods they may be 
very prominent, and, in keeping with the patient’s emotional atti¬ 
tude of elation, they are of a grandiose and expansive type. In 
the severest cases of the manic type, delirious mania, the delusions 
are dreamy, fantastic and exceedingly variable in content. 

Hallucinations also play an unimportant role, and if present 
at all are only so for transient periods. 

Excessive sexual excitement is often a very prominent feature, 
especially in women, and it is sometimes this symptom alone that 
necessitates their confinement in an institution. 

The manic forms have been divided clinically into three (3) 
types, viz.: hypomania, mania and delirious mania, the difference 
between these being merely a question of degree and the dividing 
line very indefinite. We sometimes see all three of these phases 
presented in the course of one attack, as in the case reported below. 

Hypomania, the first clinical sub-division, is characterized by 
a comparatively stable emotional attitude of mild elation and self 
satisfaction, unusual egotism and vanity, and a desire to attract 
attention. A mild increase of psycho-motor activity and talkative¬ 
ness, with sometimes an approach to a low grade flight of ideas. 
An unnecessary attention to trifles, and the conception of many 
new schemes and enterprises. Altogether, to a superficial observer 
he seems much brighter and more energetic than ever before. 
There is often a marked sexual excitement, especially noticeable in 
females. 

In the second sub-division, mania, the symptoms are more in¬ 
tense. The emotional attitude is much more unstable, and the 
patients are alternately laughing and crying, singing or fighting. 
There is a clouding of consciousness and disorientation, great 
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talkativeness with marked flight of ideas, sound association, word , 
salad, etc. Great distractibility and excessive motor activity. 
Wildly expansive delusions sometimes play an important part.. 
Sleep is much disturbed and the general nutrition may suffer con¬ 
siderably. 

In the third sub-division, delirious mania, there is a great ex¬ 
aggeration of the previous .symptoms, the clouding of conscious¬ 
ness being very marked, with disorientation, dreamy delusions and 
hallucinations, a high grade flight of ideas and intense motor 
activity. The physical disturbance here is profound, the patient 
sleeping little, and from the intense activity and small quantity of- 
food taken or assimilated, he may pass on to a condition of ex¬ 
haustion and death. The maximum intensity of this- condition, 
delirious mania, is generally reached in the course of ten days or 
two weeks, when the patient may pass on to a rapid recovery, or 
into a condition of mania or hypomania, with a more protracted 
course. 

We next come to the consideration of the depressed types of 
the disease. These are characterized by psycho-motor retardation,. 
an absence of spontaneous activity and thought, dearth of ideas ■ 
and an emotional attitude of gloom and depression. 

The retardation of thought is manifested by the inability to 
readily grasp the meaning of what is said to him, by the slowness ■ 
with which questions are answered, by the slowness with which 
conclusions are reached, the inability to reason quickly, simple 
mathematical problems done, etc. There is a lack of mental 
activity and a dearth of ideas. Difficulty is found in collecting 
his -ideas or expressing his thoughts. 

The motor retardation is shown by the slowness with which 
voluntary movements are executed and by the fact that though 
commands are usually obeyed an interval of several seconds or a 
minute exists between the order and its execution 1 by the patient. 
All of the patient’s movements are slow and listless. Under 
sudden excitement or startling circumstances this psycho-motor 
retardation may disappear temporarily. 

There is usually a great diminution of spontaneous activity 
presenting the direct antithesis of the condition seen in the manic' 
form, though- when very active and painful delusions are present - 
there may be considerable anxious restlessness. The emotional I 
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. attitude is one of continuous depression and sadness, but actual 
mental pain is not generally a very prominent feature, though in 
some cases it is. In reality there is considerable diminution of 
emotional activity, and not infrequently patients are heard to give 
expression to the most damning delusions without manifesting 
much feeling about the matter, though in others the patient will 
weep and bemoan his fate. 

Delusions play a much more prominent part in this type than 
in the manic forms. They are depressive in character and quite 
variable in content, but the individual delusion, or set of delusions, 
. are usually retained for some time. 

Hallucinations of any or all of the senses are not infrequent. 
There may be considerable clouding of consciousness with dis¬ 
orientation in the severe cases, but this is absent in the milder 
ones. 

Clinically we recognize three (3) degrees of this condition, 
each gradually merging into the other, and all sometimes seen in 
the course of an individual attack. These sub-divisions are as 
follows: 

1st. Simple retardation without delusions or hallucinations. 
Here we find the patient in a condition of mild emotional depres¬ 
sion, sadness' anld' gloom. Thought is difficult, and he has but 
few ideas on any subject, finding difficulty in expressing himself 
or collecting his thoughts and having little or nothing to say. 
There is a lack of spontaneity, the patient sitting listlessly about 
and taking little interest in anything. Voluntary movements are 
slow and lackadaisical. There is no clouding of consciousness or 
disorientation. These patients often possess insight, realizing that 
they are mentally ill. 

2d. Retardation with delusions and hallucinations. Here we 
find the previous symptoms much exaggerated, especially the 
emotional, depression which is often associated with ideas of self- 
accusation'. These patients give expression to numerous depress¬ 
ing delusion's, hypochbndrical or religious. Active hallucinations 
of any or all of the senses may be present, and for short periods 
may largely dominate the case, in that they give direction to the 
trend of the delusion. The retardation and difficulty of thought 
may be so marked as to almost prevent the patient expressing any¬ 
thing intelligibly, and there is a marked lack of ideas. We expect 
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to find but little voluntary activity, and 'such movements as are 
made are exceedingly slow. We see this also evidenced in the 
hesitancy and slowness with which the patient answers questions, 
often an interval of a minute or more existing between the question 
and his answer. The emotional depression may be associated with 
great anxiety and fear, every sound about the house or movement 
on the part of the attendants causing the patient to start up fright¬ 
ened and ask what is to be done to him, etc. This is accompanied 
by an anxidus restlessness, which, however, presents the charac¬ 
teristic retardation. There may be some clouding of conscious¬ 
ness and disorientation, but this is not the rule. 

In the third sub-division, or stuporous state, we find dreamy 
and incoherent delusions and hallucinations, with great clouding of 
consciousness, which may pass on to absolute stupor. Here the 
patient gives absolutely no heed to what transpires about him, lies 
in bed, relaxed and without voluntary movements, failing to take 
food or drink and oblivious to the calls of nature, and giving no 
response to external stimuli. If the clouding of consciousness is 
not so severe, it may be possible to occasionally arouse him by 
strong stimuli to the extent of eliciting a few words or a groan. 

The mixed forms of manic-depressive insanity are simply those 
phases of the disease showing a simultaneous combination of the 
fundamental symptoms of both types of the psychosis, and usually 
appearing as an episode in the course of a maniacal or depressive 
attack, or in the period of transition from one type to another. 

Course and duration of manic-depressive insanity. The dura¬ 
tion of the individual attacks is quite variable. Those cases run¬ 
ning their entire course, as the manic phase, or with alternating 
manic and depressed periods, have an average duration of twelve 
to eighteen months, though a few recover in a much shorter time. 
Some 10 or 15 per cent, of these manic cases run a much more 
Chronic course of from two to five years, or may even remain so 
permanently, or a condition of rapidly succeeding manic and de¬ 
pressive attacks may continue throughout the remainder of the 
patient’s life. Those cases presenting the purely depressive 
symptoms run a somewhat shorter course of from two to six 
months. 

Prognosis —The prognosis for recovery from the individual 
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attack is good, but for permanent recovery absolutely bad, for just 
so certain, as he live long enough, he will have another attack. 

Diagnosis —The diagnosis of manic-depressive insanity is not 
very difficult, particularly if there is a history of previous attacks 
corresponding to the manic or depressive phases of the psychosis. 
However, with such a history care must be exercised not to con¬ 
found this disease with dementia praecox or melancholia, both of 
which may present a picture of recurring attacks or periodic ex¬ 
acerbations of symptoms. 

The manic form is most likely to be confounded with paresis 
in its excited stages and the excitement of dementia praecox. 
Paresis is recognized by the physical signs of that disease coupled 
with the evidences of deterioration manifested by the failure of 
memory and judgment, the blunting of the finer sensibilities, etc. 

Those cases of dementia praecox presenting motor excitement, 
disturbance of thought, great talkativeness, etc., present greater 
difficulties, particularly if they present a course of periodic re¬ 
currence of such attacks. Here, however, we will find the more 
characteristic signs of that disease, viz.: mannerisms or stereo¬ 
typy, aimless movements, silly and foolish laughter and conduct, 
indifference toward friends or relatives, and altogether but little 
manifestation of emotional feeling, failing memory, etc. There 
is also a history of early, active and persistent hallucinations 
which is very characteristic of dementia praecox and absent in 
manic-depressive insanity. Neither distractibility nor a clear cut 
flight of ideas is often met with in dementia praecox. In contra¬ 
distinction to the manic patient, the activity of dementia praecox is 
aimless and without reason, andi without special reference to his 
surroundings, whereas all the actions of the manic patient bear a 
direct relationship to the content of thought or his surroundings. 

The characteristic psycho-motor retardation present in the de¬ 
pressive forms of manic-depressive insanity, differentiate it from 
melancholia of involution' and the early depressed stages of 
dementia praecox. Melancholia does not make its appearance until 
the involutional period of life, while manic-depressive insanity is 
rather a disease of early adult life. In melancholia the mental 
anguish and delusions of self-accusation are much more prominent 
and altogether there is a greater emotional activity than in the de¬ 
pressive forms of maniic-depressive insanity. The emotional 
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attitude of the dementia praecox patient is hot in keeping with the 
delusion expressed, and he is indifferent towards his friends and 
family, ‘the directly opposite condition being found in manic- 
depressive insanity. Bear in mind the early hallucinations of 
dementia praecox. 

Treatment —In the treatment of the maniacal forms the indica¬ 
tions are to control the excessive activity and talkativeness. This 
is best accomplished by rest in bed, the removal of all distracting 
influences, and the exercise of kind but firm authority. If the 
activity and talkativeness are not restrained the patient thereby 
increases his own excitement. The ideal method of treating an 
excited maniacal patient is to completely isolate him from all 
other patients in a quiet room, with only a single nurse, who must 
be possessed of such a personality as to enable him to exercise 
authority and control of this particular individual. 

The patient should be made to remain in bed and his restless¬ 
ness and talkativeness checked as far as possible. Every idea to 
which such a patient gives expression simply serves to call up 
another to his mind, for which there is an equal desire to give 
expression. The same is true in regard to the activity. When it 
is not practicable to thus isolate the patient with a special nurse, 
the same idea should be carried out with such modification as the 
circumstances demand. At times it will be necessary to resort to 
sedative measures. Excellent results follow the use of the hot 
or cold pack or the prolonged warm bath. Sulfonal, trional, choral 
and the bromides are safe and effective sedatives for these patients. 
The patients should be kept in bed until the tendency to over¬ 
activity and talkativeness has in a large degree disappeared, and 
after being allowed up, excitement and irritation should be 
avoided. In the milder types of the manic form, it is frequently 
a good idea to confine the patient in bed for a period in order to 
get control of him, in other words, to “halter-break him.” In the 
care of the depressed cases there are no particular points to be 
borne in mind except those with which we are all familiar in the 
care of such patients. The danger of suicide must always be 
borne in mind, and the patient watched accordingly. The occur¬ 
rence of physical symptoms and indication for treatment must be 
met as in any other disease, the same principles governing us. 

The following case I have reported at length and in detail, since 
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in a comparatively short time, less than three months, it has pre¬ 
sented both types and nearly all the phases of the psychosis: 

M. F., American, male, white, aet. 31, brewer, married, one 
child. Family history negative. A very doubtful diagnosis of 
syphilis nine years ago. This man has teen quite dissipated since 
early youth, and drank to excess until some two years ago, when 
at the outbreak of a maniacal attack he was committed to an 
institution. Since that time; though he has spent a year of the 
interim at business,he has been a total abstainer from alcohol The 
first psychic disturbance occurred in the latter part of March, 
1900, in the form of a maniacal attack, from which he so rapidly 
improved within three months that 'he was allowed to leave the 
institution in which he was confined. He considered himself per- 
fecly well, and at once went to work, but was able to accomplish 
little, being easily worried and unable to correct his mistakes. 
Thus, we cannot consider him as having regained a normal mental 
state. He now began to show evidence of emotional depression, 
which soon became extreme and associated with depressing de¬ 
lusions and refusal of food. He improved in the course of a short 
while, but his residence in an institution was necessary for the 
next six months, when he returned home. He again attempted to 
go to work, but with the same result as in the previous remission, 
and he was considered to be in a more or less unstable mental con¬ 
dition, and in September, 1901, gave way before another maniacal 
outbreak, and was committed to one of the State hospitals, from 
which, in the latter part of December, 1902, he was transferred 
to the Long Island Home. At the time of his admission to the 
Long Island Home he showed little abnormality other than a 
certain over-productiveness and playful manner. He remained 
with us until April, 1903, when he was discharged as recovered. 

After leaving us he took the management of a large hotel in 
New York City, conducting it successfully, but at the expense of 
great mental strain and worry. In the early part of December, 
1903, he began to show abnormal activity and elation. Became 
talkative and boisterous, and in the course of a few days began to 
express grandiose and expansive delusions, and on December 16 
was admitted to the Long Island Home. 

Initial Examination, December 16, ’03—He is very much 
elated, but emotional attitude, is subject to sudden and violent 
changes from trivial causes, and corresponds closely to the con¬ 
tent of thought, confidential and friendly, at once telling me, a per¬ 
fect stranger, of all his most personal affairs and ambitions. Dicta¬ 
torial and commanding towards his attendants. No special motor 
activity save in response to his delusions, for the most part re¬ 
maining quietly in bed. Talked constantly, in a loud voice and in 
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a rambling, disconnected way, his ideas not being well connected 
in regard to sequence or bearing on each other, and a great mass 
of extraneous matter being brought in. Is mildly distractible. 
There is a great wealth of wildly expansive delusions, frequently 
changing and freely expressed. He is the greatest man in the 
world. Is Jesus Christ. Will make this place heaven. Will make 
every one Jews or Christians. Will form the greatest trust ever 
known and make a colossal fortune within the year, etc., etc. No 
hallucinations. Is fully oriented. Has partial insight, realizing 
that he is not well—says that he is nervous. Memory is quite 
good. No evidence of deterioration. Examination of his reflexes, 
pupils and co-ordination showed nothing abnormal or distinctive, 
which condition has maintained throughout the time that he has 
been under observation. Physical condition fair. The patient up 
to this time may be considered to have been in a condition of 
mania. The symptoms now increase to the degree that may be 
looked upon as delirious mania, as follows : 

December 19, ’03—Now delirious, there being a marked cloud¬ 
ing of consciousness. Emotional attitude corresponds to content 
of thought and shows many and sudden changes. He is at one 
moment elated, dictatorial and threatening,the next is weeping, 
fearful and suspicious, talking constantly, clapping his hands, 
trying to get out of bed and to do a dozen other things at once. A 
beautiful flight of ideas. Sound associations prominent. Is very 
distractible, and it is impossible to hold his attention for more than 
a few moments. Dreamy and incoherent delusions of an expan¬ 
sive and grandiose type, rapidly changing and without system. He 
is the strongest man in the world, and is going to fight Corbett 
to-night. Preparations are being made for his marriage, and he 
must get up and dress. He killed his father this afternoon and 
hears the hearse passing. He and Dr. Wilsey died side by side this 
afternoon. Fleeting hallucinations of hearing. His orientation 
and comprehension of his surroundings varies from time to time, 
at one moment he being perfectly clear on these matters, while a 
few minutes later he thinks he is in a hotel in New York, that those 
about him are his chums and former associates, and that they are 
getting ready to attend a Fourth of July celebration. 

This condition continues for five or six days, when some im¬ 
provement is noted, and he again passes into a state of mania. 

The sensorium gradually 'becomes clearer during the next two 
weeks, and delusions rapidly recede to the background, to appear 
no more in the course of the disease up to the present. Pressure 
of activity, great talkativeness, with flight of ideas, word salad, 
and sound associations, distractibility and hypersensitive emotional 
attitude continues. Reacts quickly and unrestrainedly to every 
impulse, laughing and friendly at one moment and fighting the 
next. The most trivial things cause laughter or tears as the cir- 
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cumstances vary. This excitement gradually subsides, and some 
five weeks.after admission we find the patient quiet, with but little 
to say, and very orderly, with the exception of some restlessness, 
for an hour or two in the evenings. Is now sleeping well, and is 
improving in his physical condition, which suffered materially 
during his period of wild excitement. His answers to questions 
are short and pertinent, but if forced to talk for any length of 
time he becomes rambling and incoherent. About the second week 
in January he began to manifest symptoms of the depressive- 
type of the psychosis, his condition first corresponding to the 
description given of simple retardation, but later becoming, 
stuporous, as follows: 

January 11, ’04—Clouding of consciousness now appears again 
and orientation becomes very defective. Patient lies in bed, with 
absolutely nothing to say voluntarily, and the greatest urging is- 
necessary to elicit answers to questions. There seems to be an 
almost total lack of mental activity, though for periods of a few 
hours at a time he weeps, and seems much depressed, but gives no> 
explanation for this conduct. There is a slight motor retardation- 
in his voluntary movements. This continued for the next four 
days, when he passed into a condition of stupor, from, which it was- 
impossible to arouse him. Lay absolutely still in bed and no re¬ 
sponse from any stimuli could be elicited. Completely relaxed,eyes 
fixed and glassy and mouth -open. After one or two attempts to- 
give liquids by mouth, when he almost strangled, and would not 
swallow at all, we desisted, and were forced to rely entirely, on 
rectal feeding and medication. Pulse 116-150, full and regular. 
Rectal temperature 101-102. Tongue foul and breath fetid. Care¬ 
ful physical examination was otherwise negative. Urine contains- 
a few granular and hyaline casts but no albumin. This condition 
persisted unchanged for the next five days, when the cloud seemed' 
to gradually lift, and he began to respond sluggishly to strong 
stimuli, but it was not possible to sufficiently arouse him to obtain 
any verbal response. By the next day he would answer questions, 
after an interval and in monosyllables. There was marked psycho¬ 
motor retardation, little voluntary activity and mild clouding of 
consciousness. Was indifferent to what transpired about him, 
and there was but little emotional activity. The elevation of tem¬ 
perature and rapid pulse were somewhat puzzling, but were prob¬ 
ably due to the absorption of toxines from the foul gastro¬ 
intestinal tract. 

In the course of the next ten days there is a rapid improvement, 
and we find that the patient has almost regained his normal state r 
though he is easily irritated by trifles, becoming cross and abusive. 
Retardation has entirely disappeared. He thus continues for 
about two weeks, being sufficiently well to be up and about during- 
a part of each day, to receive an occasional visitor, and on the- 
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whole to make himself pleasant and agreeable as a rule. His 
sleep, however, remained quite irregular and deficient, and on 
several occasions he became noisy at night, singing and whistling. 
Throughout this period of remission there was always present 
a lack of self control, a tendency to yield to every impulse. This 
remission lasted about three weeks, when, on February io, it ended 
suddenly in an outbreak of excitement, this coming on in the 
course of a day and without any apparent cause. Became very 
talkative, with flight of ideas and frequent sound associations. 
Quite distractible. Was very much elated, but emotional attitude 
corresponded to the content of thought and varied with the same. 
At first there was little increase of motor activity, and, in fact, this 
has not been excessive at any time during the last attack. 

March 28, 1904—There has been but little change in the .symp¬ 
toms presented during the past six weeks, save a difference in their 
degree at varying intervals. He shows a marked incoherence of 
thought, resulting in a flight of ideas and sound associations, to 
the degree that only a few connected words can be gained from 
him on any topic, though his answers to questions when short are 
pertinent and relevant. Though there is a great wealth of words, 
the actual dearth of ideas is plainly manifest. There is marked 
distractibility. There is a great increase of motor activity. His 
emotional attitude‘is usually one of mild elation, but this varies 
with the content of thought, showing sudden and sharp variations 
from trivial causes. There are no delusions or hallucinations. He 
is fully oriented for time, place and person. His memory shows no 
defect.and in no respect does be give any evidence of deterioration. 
The patient has some insight into h'is condition, often remarking 
that he is crazy, that he talks too much and very foolishly. When 
questioned he gives a fairly accurate account of his previous 
attacks and recognizes in them an evidence of mental illness. 

At the present time his condition does not vary greatly from 
that noted above, except that the motor activity is not so great. 
He still manifests considerable elation, disturbance of the train of 
thought reaching at times the degree of a flight of ideas. He is 
self asserting, irritable, and at times assaulting. Not infre¬ 
quently he is noisy and disturbing at night. 

To sum up then we have a patient with a history of four 
periods of excitement and two of depression, one stuporous. There 
have been three intervals in which the patient regained a condition 
approaching his normal state. In two of these, however, we can¬ 
not consider him as having recovered, since he was unable to 
transact his business because of an over-susceptibility to worry 
over trivial matters, and during which periods was practically 
unable to accomplish anything in a business way. In one of these 
intervals, however, of almost a year’s duration, he was able to 
■return to and successfully conduct a business demanding consider- 
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able mental application and executive ability. A diagnosis of 
manic-depressive insanity is made from the history of the previous- 
attacks of maniacal excitement, presenting increased motor 
activity, incoherence of thought with flight of ideas, word salad, 
sound associations, etc., and a marked distractibility, these at¬ 
tacks followed by almost or complete recovery, or by a period 
of depression, in which there is a great diminution of his ordinary 
activity and productiveness, psycho-motor retardation, dearth of 
ideas and clouding of consciousness, at one time reaching a con¬ 
dition of absolute stupor, and from the fact that though it is 
now three years since the first onset of the psychosis, he shows 
absolutely no evidence of deterioration. 

In the treatment of this case until the excitement and great 
activity were very greatly reduced, our main reliance was rest in 
bed and the removal of all distracting influences. To accomplish 
this latter he was kept in a private room with a special nurse, and 
only those allowed to see him whose visits were absolutely neces¬ 
sary. During this time the cold) pack was freely resorted to as 
indicated, to control excessive activity and excitement. The diet 
was simple, nutritious and easily assimilable, given at regular in¬ 
tervals and in somewhat larger quantities than in patients put to 
bed for physical ailments, the great motor activity demanding it. 
After the subsidence of the excessive activity and excitement, he 
was gotten up, given much outdoor exercise and kept in the open 
air as much as possible. The case has been treated practically 
without drugs, save as indicated by his general physical condition,, 
when such indications have been followed 1 as would govern us in 
the treatment of any other condition. Mechanical restraint has 
not been used. 



